Tight nasal cavity, apparently attached to anterior and upper aspect of septum nasi.
Tight nasal cavity, apparently attached to anterior and upper aspect of septum nasi.
Pathological examination of these granulations on three separate occasions was made and report gave opinion that the lesion was tuberculous.
Wassermann: Negative. Treatment: Iodide of potash without any apparent result: and curetting on one or two occasions. Right otorrhcea of moderate amount has come on since onset of nasal condition and aural granulations have been cauterized.
Patient is allowed to do duty as pointsman and seems to be slowly improving.
The opinion of the Section is desired as to further treatment.
DISCUSSION.
Dr. CAVENAGH said that at present he had under his care a boy, aged 14, with a tuberculous past and a two months' history of nasal obstruction and a tender fluc,uating swelling over the bridge of the nose. There was marked photophobia in the right eye, with irido-cyclitis. The upper region of the nose was full of the typical granulations found in these cases. He hesitated to adopt surgical procedures, as he thought plastic surgery would be required afterwards. He therefore tried a short exposure to violet rays twice a week. At the end of a fortnight there was definite improvement. Now, five weeks later, there was much less swelling and nasal obstruction and no tenderness or photophobia. He asked why iodide of potassium was based in this case, as the Wassermann was negative, and the condition was evidently tuberculous.
Dr. 0. STRANDBERG (Copenhagen) said that cases of lupus vulgaris on the side of the nose could be treated with the Finsen light, as there was an affection of the bony nose as well. If there were no bone disease, he would prefer electric cauterization, placing a small eledtrode in the nose, and a larger one elsewhere on the body. The patient should then be well in a few weeks.
Mr. H. J. BANKS -DAVIS (President) said that the use of iodide of potassium in tuberculous cases was often disastrous, especially in the larynx; there was breaking down of the granuloma, and an aggravation of the disease.
Mr. RIDOUT replied that at first he thought the case was syphilitic, and even when the Wassermann was reported to be negative he thought so, as the microscopical sections were not characteristic. He did not want to do anything drastic, for fear the man might lose his work, and it was very difficult to secure Finsen treatment. He was slowly improving, and he allowed the man to go back to light work, in which he was in the open air.
Injury to Lingual Nerves in Guillotine Removal of the Tonsil
IN 1918 the patient, then a girl of 15, had her tonsils removed by the guillotine method. On recovery from the ancesthetic she noticed that the left side of the tongue was numb, and on examination I found it to be insensitive over the distribution of the left lingual nerve.
Since then some improvement has taken place. The tongue is less aneesthetic, but the sense of temperature has not returned as she still occasionally burns the tongue with hot food. On examination I find that she can now feel light touches over the affected surface, but they are said to be less distinct than on the right side.
DISCUSSION.
Dr. P. WATSON-WILLIAMS asked what was the precise condition of the tonsils in this case. Sometimes the tonsillar hypertrophy extended down to join the lymphoid aggregations at the base of the tongue, making it difficult to engage with the guillotine in the ordinary way, and this might lead to injury of the pillars.
Mr. G. W. DAWSON said that less had been removed on the affected side than on the other. After removal of tonsils patients sometimes complained of neuralgia or of a painful sensation in the tongue.
Dr. DAN MCKENZIE (in reply) said that he had not heard of or seen this accident before. He agreed that on the left side there was now some tonsil tissue showing, but that appeared frequently after total removal of the tonsil. Immediately after the operation the patient complained of aniesthesia. He did not know what the injury to the nerve could have been. He did not think it could have been divided.
Defect in the Vomerine Part of the Nasal Septum Associated with Bifid Uvula.
By DAN MCKENZIE, M.D.
THE patient, a man, aged 37, shows an absence of about one-third of the posterior part of the nasal septum. The defect is widest below near the floor of the nose, the posterior edge of the septum curving up to the usual position in the roof. The defect exposes the endoscopic view the posterior ends of the middle and inferior turbinals from the opposite side of the nose. The uvula is slightly bifid, and both abnormalities are obviously connected developmentally.
Mr. J. F. O'MALLEY said he thought this was an excepti -lally rare condition. Apparently the septum had undergone arrest, and the palate had proceeded to completion, except for the bifid uvula. He thought the posterior border of the septum seen now was not the same as seen in a person the posterior border of whose septum was formed by the vomer. It looked as if the greater part of the vomer was absent in this case, and that arrest of development had taken place at about the third month of fretal life.
Dr. DAN MCKENZIE (in reply) said that Dr. Brown Kelly had written a long article on the subject published in the Journal of Laryngology for 1910. In this case there was no submucous cleft of the palate. Sir Arthur Keith had shown him a similar condition in the gorilla. Nasal Septum Clamps. Shown by DAN MCKENZIE, M.D.
THE clamps are used instead of packing after submucous resection. They cause very little discomfort, and seem sufficient to prevent hematoma.
Dr. P. WATSON-WILLIAMS asked whether the patient could breathe through the nose with this instrument in position. He had used fine wire clamps (Briinings'), but he had found them of little advantage owing to the swelling of the nasal mucosa after operation on the septum causing difficulty in breathing through the nose. He there-
